PRINTED: 04/27/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
Cc
435009 B. WING 04/20/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVANTARA MILBANK 1103 SOUTH SECOND STREET
MILBANK, SD §7252
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 INITIAL COMMENTS F 000
Surveyor: 40506
b 722,

A complaint survey for compliance with 42 CFR
Part 483, Subpart B, requirements for Long Term
Care facilities, was conducted 4/20/22. Areas
surveyed included corridors, staff areas, utility
areas, and resident living spaces. Avantara
Milbank was found in compliance.
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Any deficiency staterpent 'ending with3A asterisk " denotes vﬁeﬁciency which the institution may be exd?séd from comrecting providing it is determined that
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following the date of survey whgther or not a plan of corre‘:“ctio'rjflﬂs proyided. : For hursing homes, the above findings and plans of comrection are disclosable 14
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